It is suggested (1) that the pulmonary signs described above as the result of broncho-pneumonia were due primarily to massive collapse of lower part of right lung; and (2) that the collapse was due not to paralysis of the diaphragm but to paralysis of the muscles of the abdominal wall, which would have the same effect.
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Case of Enlargement of the Liver with Ascites. By J. W. CARR, M.D. THE patient is a boy, aged 21 years. The only previous illness has been measles at the age of 5 months. He was admitted to the West London Hospital in March, 1913 , with a history that his abdomen had suddenly begun to swell a fortnight before, but that previously he had been in perfectly good health and had had no digestive disturbance. He was found to have ascites, for which he was tapped thirteen times at intervals of from five days to three weeks, from 1 to 3 pints being drawn off each time. During this time he had an attack of jaundice, but this has not recurred. In July an attempt was made, by means of an incision in each groin, to drain the ascites into the lymphatics of the thighs, but with only partial success, although since the operation the abdomen has not refilled so quickly as before.
On September 24 the boy was admitted to the Victoria Hospital for Children, Chelsea. Since then the abdomen has only been tapped twice, on October 6 and November 21 :. 24 oz. were withdrawn the first time and 42 oz. the second. The fluid has the ordinary characters of a dropsical effusion. The child's general health has been fairly good and there has been no vomiting or hTmatemesis, but he has had irregular and rather severe febrile attacks for which no cause has been found.
The child is very small and rather thin, weighing about 22 lb. The superficial veins are markedly dilated between the umbilicus and the upper end of the sternum and the blood in them passes from below upwards. The abdomen contains a good deal of free fluid. The liver is greatly enlarged, reaching between 2 and 3 in. below the ribs; it is hard, not tender, and its surface feels finely granular. The spleen is not appreciably enlarged, but its lower end is sometimes just palpable. The heart and lungs appear to be healthy and the urine is normal. The blood contains 12,000 leucocytes per cubic millimetre, more than half of which are lymphocytes.
The liver is almost certainly cirrhotic, but the cause is very obscure. The mother absolutely denies that she has ever given the child alcohol in any form. There is nothing in the family or personal history to point to congenital syphilis and the Wassermann reaction has been negative on three occasions. von Pirquet's reaction is also negative. A diagnosis of occlusion of the hepatic veins has been suggested.
DISCUSSION.
Dr. H. D. ROLLESTON had, by Dr. Carr's courtesy, examined the case on several occasions, but had not been able to feel any irregularities of the surface of the liver such as might occur in cirrhosis. He suggested that there might be occlusion of the orifices of the hepatic veins and also, perhaps, of the inferior vena cava in the immediate neighbourhood on the following grounds: The dilatation of the subcutaneous veins over the abdomen was extreme, and as the veins did not centre around the umbilicus the dilatation might well be due to caval rather than to portal obstruction. A strong argument against thrombotic occlusion of the portal vein was the absence of splenic enlargement. The extensive venous anastomosis would render an abdominal incision very dangerous from haemorrhage, but the abdomen might be drained into the tissues of the thigh according to Mr. Handley's method.
Dr. LANGMEAD agreed with those who thought that something more than cirrhosis of the liver was present. He did not think that cirrhosis alone would account for the great distension of the superficial veins on the abdomen and chest. There was probably obstruction due to the vena cava also, possibly due to so-called multiple serositis.
Dr. CARR, in reply, said he was glad Dr. Rolleston had discussed the possibility of obstruction of the hepatic veins, for undoubtedly the absence of enlargement of the spleen was a strong argument against the existence of portal obstruction, whether due to cirrhosis of the liver or to portal thromhosis. As, however, Dr. Rolleston had stated in his work on "Diseases of the Liver" that occlusion of the hepatic veins had never been correctly diagnosed, he (Dr. Carr) hesitated to venture on the diagnosis in this case. Whether such occlusion existed or not, he did not think there was any evidence of obstruction of the inferior vena cava; there had never been any oedema of the feet and there was little, if any, enlargement of the superficial veins below the umbilicus. Dr. Sutherland had asked as to the possibility of mediastinitis, b)ut examination of the chest showed no signs of this; the heart was not dilated, and there was no reason whatever for thinking that there were any pleural or pericardial adhesions. Dr. Cautley's suggestion of a chronic pylephlebitis was interesting, but there was nothing to point to any source of infection and nothing in the history to indicate that there had ever been any marked gastro-intestinal disturbance. It was true the child had had irregular febrile attacks of considerable severity, for which no cause had been found, and it was just possible that they were due to some toxic process going on in the liver, but was it not also equally possible that owing to the unusually small quantity of blood which must be passing through the liver, toxins from the alimentary canal, which were normally destroyed in that organ, were able to escape into the general circulation and so give rise to fever?
Case of Osteogenesis Imperfecta, illustrating High Fever after a Fracture in which the Fragments were not displaced.
S. L., AGED 11 years. Admitted to University College Hospital on October 6, 1913, suffering from fractured left tibia and fibula. The child has been admitted three times to this Hospital, anad many times to the Great Ormond Street Hospital, suffering from fractures of the legs. It takes a very slight blow to break them, and this time the fracture was caused by a blow from the fist of a child. Her bones have been soft and easily broken from birth, and she has never been able to walk alone. The case is shown to illustrate the fever that may occur with the occurrence offracture not sufficient to disturb the fragments. In this case the temperature rose to 103°F. and kept up, with general malaise, for nearly a week.
Dr. J. D. ROLLESTON said that Mr. Sydney Stephenson had drawn his attention to the blue sclerotics of this child, the hereditary transmission of which he was the first to describe in this country,' though Peters, of Rostock, had previously recorded cases in four gpnerations.2 Dr. Poynton's case might be regarded as an example of the interesting association of blue selerotics and brittle bones of which he (Dr. Rolleston) showed a case before this Section in March, 1911,' in a congenital syphilitic infant whose mother, aunt, and maternal grandmother had a similar condition of the selerotics. At the time when he showed this case the child had had a fracture of the humerus only, but in 1912 it fractured both its tibioe, one within a month of the other. This subsequent history was noteworthy as Peters, in a recent paper,4 seemed inclined to Ophthalmoscope, 1910, viii, p. 330. 
